wniingll s 0l
ol Calaglig g
National Center for
Cancer Care & Research

Loy ' - . R ‘:
A Mmember of Hamad Medical Corporation 3 oo
Parmad

Tackling the Unsafe Use of Automated
Dispensing Cabinets: Common Challenges
and Practical Solutions

=
Dr. Anas Hamad, PhD, MSc, BSPharm, DMS, RPh %
Director of Pharmacy Department, National Center for Cancer Care & Research
Head of Medication Safety & Quality Center, HMC Pharmacy Executive Office
Adjunct Assistant Professor of Clinical Pharmacy & Practice, Qatar University 0
Head of Standing Committee on Medication Services, Qatar Red Crescent Society (! @ 0




Conflicts of Interest

Nothing to disclose =




Objectives

Clinical Transformation Overview.

Outline the methodology of Assessing and Monitoring Utilization of Override Functionality.
[ -
Recognize the differences between override and critical override. - - -
' 4

Identify the safety measures behind the best practice of reviewing override transactions on daily basis.

>
Display the results of periodic review of the override list of medications, daily review of override Q
transactions by pharmacy staff.

Data Monitoring & Analysis.
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Paper Based System
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Medication Delivery
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Past vs Present Ordering

o
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Past vs Present Distribution

Medication Cart Automated Dispensing Cabinet




Physician Prescribe

Nurse Remove
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“ Automated Dispensing Cabinets

o Automated Dispensing Cabinet (ADC) is a computerized medication
distribution system that improves accuracy, increases efficiency and
enhances patient safety.

o The system is interfaced with the pharmacy system and allows nurses
to access medications only after the order has
been reviewed for appropriateness by a pharmacist.




Reduce the burden
on the pharmacist

Reduce the burden
on the nurse

Optimize the
procedure of
medicine dispensing

ADC Benefits

Decrease the
preparation time of
medicine dispensing

Improve the quality
of patient care

Medicine inventory
management
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On the Other Side!
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Highlight

As any technology introduced to
healthcare setting had its risk and
benefits, we need to monitor all
aspects of ADC functionalities.

override
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Override Function

The system offers an “override” functionality where the medication can be
withdrawn from ADC against a placed order on the system, but without pharmacy
verification. To enhance the safety of this function, two things should be done:

* a multidisciplinary team should discuss and agree on a list of medications to be
accessed by override and on the acceptable reasons for using this function.

* Pharmacy staff shall review override transactions on daily basis to ensure the
availability of medication orders, review the appropriateness of override reason,
and discuss discrepancies with the Unit Head Nurse.
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Override Function

If a medication stored in a restricted ADC is needed,
but there is no active order on the patient profile,
permission to override may be allowed, although this
practice is discouraged.
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#» Regular Override vs Critical Override

Critical Override:

This function is only available during downtime. It allows nurses to
withdraw any medication from ADC before the order is placed into
the clinical information system.
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¢ Override Function (Cont.)

* Role of Pharmacy and Therapeutics Committee.
* Hospital policy.

* Workflow design.
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Examples of Medication Override List

o

* Hydrocortisone vial

* Diphenhydramine vial

* Furosemide ampoule

* Lidocaine 2% 50 ml vial

* Heparin 1000 units/ml vial

* Etomidate ampoule

* Propofol ampoule
 Glyceryl trinitrate S/L tablets
* Fractionated plasma protein
* Paracetamol 1 gm IV
 Salbutamol nebulizer

* |njectable Narcotics.
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lISMP Guidance on Proper ADC Use (2009)

Core Element #9
Establish Criteria for ADC System Overrides

Rationale: Use of ADC overrides should be situationally dependent, and not
based merely on a medication or a list of medications. While there may be a list
of drugs with the potential to be obtained emergently, there may be many other
situations when there is sufficient time for the pharmacist to review the
medication prior to retrieving the dose. Criteria for system overrides should be
established that allow emergency access in circumstances in which waiting for a

pharmacist to review the order before accessing the medication could adversely
impact the patient’s condition.

Guidelines:

» Ensure medications available for override are unit specific and removed
only when there is emergent need.

+ Implement strategies that reduce the risk of error when an override is

used, including: Limiting the quantity and number of drug concentrations
available.
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IISMP Guidance on Proper ADC Use (2019)

Core Safety Process # 3
Provide Profiled ADCs and Monitor System Overrides

The use of an ADC in a "PROFILED mode” is considered an important safety feature throughout the healthcare
industry as it directs PRACTITIONERS to a patient-specific medication prafile and limits access to only
medications that have been reviewed and verfied by a pharmacist as appropriate for the patient. Use of a
non-PROFILED ADC (which is not recommended), allows PRACTITIONER access to all medications contained
within the cabinet, typically bypassing the pharmacist's review of the order prior to medication selection.”’?

An ADC OVERRIDE occurs when a PRACTITIONER bypasses the pharmacist’s review of & medication order to
obtain a drug from the ADC when an assessment of the patient indicates that a delay in therapy (fo wait for

2019 Institute for Safe Medication Practices | Guidelines for the Safe Use of Automated Dispensing Cabinets

a pharmacist’s review of the order) would harm the patient. The use of ADC OVERRIDES should be situation
dependent and justifiable, and not based merely on a list of medications. While there may be a list of drugs
with the potential to be obtained emergently, there may be some situations when there is sufficient time for
the pharmacist to review emergent medications prior to retrieving the dose.
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New
ISMP
Best
Practice
(2020)

NEW BEST PRACTICE 16:

NEW Best Practice

a) Limit the variety of medications that can be removed from an automated dispensing cabinet (ADC) using

the override function.

b) Require a medication order (e.g., electronic, written, telephone, verbal) prior to removing any medication

from an ADC, including those removed using the override function.

c) Monitor ADC overrides to verify appropriateness, transcription of orders, and documentation of

administration.

d) Periodically review for appropriateness the list of medications available using the override function.

« Restrict medications available using override to those that wouwld be needed emergently (as defined by the
organization) such as antidotes, rescue and reversal agents, life-sustaining drugs, and comfort measure
medications such as those used to manage acute pain or intractable nousea and vomiting.

Rationale:

The goal of this Best Practice is to minimize risks associated with the
removal of medications from an automated dispensing cabinet using

the “override” feature. One of the biggest challenges to the safe use of
automated dispensing cabinets is the ease with which medications can

be removed upon override, many times unnecessarily and with a lack of
perceived risk. Practitioners often view the override process as a routine,
rather than a risky step, and fail to recognize that use of the feature should
be situation dependent and justifiable, and not based merely on an
approved list of medications that can be obtained via override. Removing

medications using the override feature should be limited to emergent
circumstances when waiting for a pharmacist to review an order could
adversely impact the patient’s condition, and approved overridable
medications should be limited to those that fit this intended use.”

Sometimes, practitioners will obtain a medication from a dispensing
cabinet without a specific verbal, telephone, written, or electronic order.
This may be incorrectly referred to as an “override;" however, all true
overrides should begin with an order (or protocol) and end with a decision
not to wait for a pharmacist review before obtaining the medication from
the cabinet.

Best Practice 16
First Introduced:
2020-2021

Related ISMP Medication
Safety Alerts!:

October 24, 2019; February 14,
2019; January 17, 2019;
December 19, 2019; August 1,
2019; June 20, 2019; March 14,
2019; February 28, 2019; February
22, 2018; January 11, 2018; June 2,
2016; January 13, 2011; March 10,
2011; September 9, 2010;
Movember 19, 2009; January 17,
2008; May 31, 2007, February 22,
2007.

See also: ISMP Guidelines
for the 5afe Use of Automated
Dispensing Cabinets (2019).
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_Our Experience with Tackling Overrides
at NCCCR/HMC in Qatar

* In April 2015, we started a quality improvement project to evaluate the
override functionality in the National Center for Cancer Care and
Research (NCCCR).

* The primary objective of this project was to optimize the frequency of
overrides and the appropriateness of reasons for override.

* We worked on the numbers in the beginning, decreasing the number
was our target until Dec 2016.



Review Process

* On daily basis, we were checking all the overrides made against
physician order availability.

* Appropriateness of the override reasons was also evaluated.
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Methods

o

* Data on the frequency of overrides and appropriateness of reasons were collected
from the system-generated override reports on daily basis and documented in an
excelsheet.

* Data were analyzed on a monthly basis to identify any trends in the frequency of
overrides and appropriateness of override reasons.

* In order to ensure patient safety, the availability of physician orders were checked in
the pharmacy system on daily basis.

* Any discrepancies identified were communicated through e-mail with head nurses
and written justifications were requested.
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p Findings

Medication override is not without risk.

Some orders were taken by override without mentioning a reason
at all or mentioned an invalid reason.

Lack of physician orders that were documented on patient records
after override.
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p Findings

Although medication order was already on the pharmacy profile
(therefore reviewed by a pharmacist), a nurse removed it via
override.

Some Medication errors related to override like wrong patient or
wrong medication.
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’ Actions Taken

Reviewed the type and frequency of medications removed using the
override function.

Determine if there are drug classes with safety concerns (e.g., opioids,

electrolytes) to focus on when planning for override medication list
changes.

OVA (incident) reports were initiated when needed.



’ Data Analysis

* Data were analyzed on a monthly basis to evaluate:

1. Frequency of overrides.
2. Appropriateness of override reasons.
3. Compliance of adding medication orders to the system.
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Number of Overrides

Count
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’ Percentage by Units

% Pyxis Overrides by Nursing Aprl5, Decl6
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’ Percentage by Drug Class

% Pyxis overrides (all units) by drug
calss, April 2015, n=942
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Medications by Name
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) Discussion

o The overall frequency of overrides decreased by 87% from
942 transactions in April 2015 to 129 in March 2016.

o From March 2016 - Dec 2016 we kept the same level,
although we had two system upgrades.



p Recommendations

* Periodic review of the hospital override medications list.
* Mandating the documentation of override reasons.

 Daily review of override transactions by a pharmacist or
pharmacy technician.
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Where We Are Today
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s  Proportion of ADC Unjustified Overrides
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Thank You
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